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KOÇ ÜNİVERSİTESİ İŞ BANKASI ENFEKSİYON HASTALIKLARI ARAŞTIRMA MERKEZİ

Kargo ve posta servisleri

Uyku süresi >9 saatten <7 saate

Hızlı operasyonlar

Kısa yatış süresi

Hızlı tanı

CERN

…………



19/09/2021

23:00

WBC: 9.91
Nötrofil: %86
Hb: 11.7
PLT: 147
CRP: 181.5
PCT: 0.81
Kre: 0.9
Na: 134
K: 3.4

61 yaş, erkek

Ateş

Bilinç açık
Ateş: 38.7 ∘C, TA: 
150/90 mmHg
FM: Normal

Üşüme titreme

Halsizlik

20/09/2021

22:00

Ateş

Üşüme titreme

Halsizlik

TİT: hematüri
D-dimer: 1880
ESR: 34 mm/h
AST: 181 U/L
ALT: 150 U/L
GGT: 124 U/L
ALP: 69 U/L
Lipaz-amilaz: N
T.D. Bil: N

Toraks BT: Normal
Batın USG: KC segment
7’de hipoekoik yoğun 
içerikli lezyon

Batın BT: Segment 6’da 
septalı lezyon

21/09/2021

00:15
21/09/2021

06:45

Bilinç değişken,
Ateş: 39.4 ∘C, TA: 
88/57 mmHg

WBC: 1.36
Nötrofil: %87
Hb: 12.1
PLT: 117
CRP: 245.6
PCT: 2.92
Kre: 1.0
ALT: 167
AST: 165

21/09/2021

08:00

YBÜ

Seftriakson 1x2 g MeropenemKan kültürü



61 yaş, erkek

21/09/2021

09:00

Üst abdomen MR

Segment 6’da 3x4.5 
cm T1-silik hipo ve 
T2-silik hiperintens
belirsiz sınırlı lezyon

EKO: EF 0.35’e geriledi
Troponin I tedrici olarak 
yükseldi.
MI, Myokardit düşünülmedi

GI Panel: Negatif
Solunum paneli: negatif

Kan kültürü sinyal verdi

BCID panel: K. pneumonia

21/09/2021

14.00-17.30

Anti HCV: Negatif
Anti HIV: Negatif
HBsAg: Negatif

IgE: 35 (<100)
IgA: 0.41 (0.68-3.78)
IgM: 0.3 (0.6-2.63)
IgG: 8.16 (7.68-16.32)

22/09/2021

WBC: 9.85
Hb: 9.9
PLT: 114
CRP: 279.6
PCT: 6.35
ALT: 246
AST: 177
GGT: 205
ALP: 91

YBÜ’den servise

23/09/2021

WBC:  10.9
Hb: 10.4
PLT: 145
CRP: 157
PCT: 3.46
ALT: 164
AST: 54
GGT: 183
ALP: 96

Kan kültürü: 
K. pneumonia





Kan kültüründe üreyen Klebsiella pneumoniae virulans faktörleri

ECCMID 2022



61 yaş, erkek

24/09/2021

WBC: 10.06
Hb: 11.1
PLT: 178
CRP: 167
PCT: 1.99
ALT: 132
AST: 52
GGT: 239
ALP: 135

25/09/2021

WBC:  8.23
Hb: 10.4
PLT: 199
CRP: 126
PCT: 1.2
ALT: 122
AST: 64
GGT: 291
ALP: 169

Kan kültürü

26/09/2021

WBC:  9.78
Hb: 10.6
PLT: 253
CRP: 128
PCT: 1.7
ALT: 171
AST: 107
GGT: 478
ALP: 294

Ateş. 4-5 saat

Üst abdomen MR

Sağ lob posterior
segment 5x3.5 cm 
abse. Progresyon var.

09:55
26/09/2021

12:30

Karaciğer abse drenajı

27/09/2021

WBC: 12.37
Hb: 10.2
PLT: 285
CRP: 211
PCT: 2.34
ALT: 167
AST: 76
GGT: 446
ALP: 285

28/09/2021

WBC: 11.1
Hb: 10
PLT: 353
CRP: 274
PCT: 1.5
ALT: 149
AST: 64
GGT: 425
ALP: 285

29/09/2021

WBC: 11.96
Hb: 10.3
PLT: 442
CRP: 214
PCT: 0.9
ALT: 120
AST: 36
GGT: 424
ALP: 308
Kre: 0.9

IgG1: 5.01 (4.05-10.1)
IgG2: 4.51 (1.7-7.86)
IgG3: 0.21 0.11-0.85)
IgG4: 0.09 (0.03-2)

HbA1C: %5.5



61 yaş, erkek

05/10/2021

Üst abdomen MR

07/10/2021

TABURCU

18/10/2021

28. gün

01/11/2021

42. gün





Kan Kültürü Otoma,ze Tanı 
Sistemlerinin

An,mikrobiyal Yöne,mde Yeri



KOÇ ÜNİVERSİTESİ İŞ BANKASI ENFEKSİYON HASTALIKLARI ARAŞTIRMA MERKEZİ Yong Duk Jeon et al. BMC Infect Dis. (2018) 18:385

Güney Kore
2000 yataklı hastane
2012-2013



KOÇ ÜNİVERSİTESİ İŞ BANKASI ENFEKSİYON HASTALIKLARI ARAŞTIRMA MERKEZİ Yong Duk Jeon et al. BMC Infect Dis. (2018) 18:385

Sonuç olarak,
Hastanede bir AMY programı oluşturulursa ve
MALDITOF bu program dahlinde uygulanırsa 
klinik katkı sağlar



KOÇ ÜNİVERSİTESİ İŞ BANKASI ENFEKSİYON HASTALIKLARI ARAŞTIRMA MERKEZİ

AMY programı 
Eğitim
Birimler arası sıkı iletişim



KOÇ ÜNİVERSİTESİ İŞ BANKASI ENFEKSİYON HASTALIKLARI ARAŞTIRMA MERKEZİ
Cavalieri SJ et al. Diagn Microbiol Infect Dis. 2019 Oct;95(2):208-211

2017 2018

MALDI-TOF/Vitek 2 MALDI-TOF/Vitek 2
+

Antimikrobiyal yönetim

Hasta sayısı 18354 17096

Kan kültürü sayısı 10158 11363

2017 2018

MALDI-TOF/Vitek 2 MALDI-TOF/Vitek 2
+

Antimikrobiyal yönetim

Yatış süresi 15.5 10.7

Antimikrobiyal kullanım süresi 8.8 6.7

• MALDI-TOF ve Vitek2 etkenin erken tanımlanmasını 
sağlıyor.

• Hızlı tanı sistemine AMY de eklenirse sonuçların hızlı 
yorumlanması ve hekimine bildirilmesi sonucu klinik 
fayda sağlanır

https://pubmed.ncbi.nlm.nih.gov/?sort=pubdate&term=Cavalieri+SJ&cauthor_id=31279585
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KOÇ ÜNİVERSİTESİ İŞ BANKASI ENFEKSİYON HASTALIKLARI ARAŞTIRMA MERKEZİ

• Antibiyotik değişimine kadar geçen süreyi azaltmaktadır
• Hastane yatış süresini etkilemektedir.
• AMY + MALDI-TOF etkili görünmektedir.



KOÇ ÜNİVERSİTESİ İŞ BANKASI ENFEKSİYON HASTALIKLARI ARAŞTIRMA MERKEZİ P B Bookstaver. Antimicrob Agents Chemother. 2017;61(9)

https://pubmed.ncbi.nlm.nih.gov/?sort=pubdate&term=Bookstaver+PB&cauthor_id=28630187


KOÇ ÜNİVERSİTESİ İŞ BANKASI ENFEKSİYON HASTALIKLARI ARAŞTIRMA MERKEZİ P B Bookstaver. Antimicrob Agents Chemother. 2017;61(9)

https://pubmed.ncbi.nlm.nih.gov/?sort=pubdate&term=Bookstaver+PB&cauthor_id=28630187


KOÇ ÜNİVERSİTESİ İŞ BANKASI ENFEKSİYON HASTALIKLARI ARAŞTIRMA MERKEZİ
P B Bookstaver. Antimicrob Agents Chemother. 2017;61(9)
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1 Haz 2016 31 Ocak 2017 31 Ocak 2018

Standart Bakım AMY + MALDI-TOF

1 Haz 2017

614 yataklı hastane
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AMY 
var 

AMY 
yok

Kan Dolaşımı Enfeksiyonlarında 
mRDT kullanımı ASP varlığında

mortalitede düşüş ile 
ilişkilendirildi
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KOÇ ÜNİVERSİTESİ İŞ BANKASI ENFEKSİYON HASTALIKLARI ARAŞTIRMA MERKEZİ

KDİ için kullanılan hızlı tanı testleri (filmarray BCID)

• Pozitif kan kültürlerinden patojen tanımlama süresini azaltmaktadır

• Etkin tedaviye geçiş süresi azaltıldı

• Antibiyotik kullanımı azaltıldı

• Hastane maliyeti azaltıldı

• Mevcut yönetim (AMS) programlarını iyileştirir



KOÇ ÜNİVERSİTESİ İŞ BANKASI ENFEKSİYON HASTALIKLARI ARAŞTIRMA MERKEZİ

Multipleks Panel Testlerinin 
Antimikrobiyal Yönetimde Yeri

•Gastrointestinal Panel
•Solunum Paneli
•Pnömoni Paneli
•Menenjit Paneli



1 Ocak 2015 ve 31 Aralık 2016 tarihleri arasındaki AGE tanılı ve GIS multipleks PCR Panel 
testi kullanılan çocuk ve erişkinler dahil edildi (poliklinik ve yatan hastalar). 
2016 başından itibaren, hızlı tanı testlerinin kullanımı ve akılcı antibiyotik kullanımı
konusunda eğitimler artırıldı.

2015 Ocak 2016 Ocak 2017 Haziran

AMY Öncesi AMY Sonrası
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Ayaktan p Yatan p
Önce

2015

Sonra

2016+

Önce

2015

Sonra

2016+

Antibiyotik kullanımı (%) 30/43

(%70)

22/53 

(%42)

0.006 46/57

(%81)

74/119 

(%62)

0.014

Uygun olmayan 
antibiyotik kullanımı (%)

21/43

(%43)

14/50 

(%28)

0.039 24/56 

(%43)

31/119 

(%26)

0.025

Müdahale Sonrası Antibiyotik Kullanımında İyileşme







SONUÇLARIN ÖZETİ 
• Antibiyotiklerle tedavi edilen hastaların oranı

değişmezken, çalışma POCT grubu için aşağıdaki
bulguları göstermektedir. vs. kontrol grubu:

• Daha yüksek bir patojen tespit oranı (% 45 vs % 15, p 
<0.0001)

• Daha hızlı geri dönüş süresi (2.3 vs 37.1 saat, p <0.0001)

• Daha kısa hastanede kalış süresi (5,7 vs 6,8 gün, p = 
0,0443)

• Kısa antibiyotik tedavisi (<48 saat) veya tek doz (% 17) 
alan daha fazla hasta vs % 9, p = 0,0047)

• Nöraminidaz inhibitörlerinin daha verimli kullanımı

• İzolasyon kaynaklarının daha uygun kullanımı

Daha kısa izolasyon süresi (0,5 vs 1.0 gün, p = .0071)
İzolasyonun kaldırılması için daha kısa süre (1.0 vs 3.1 
gün, p = .0057)

Routine molecular point-of-care testing for respiratory viruses in adults presenting to hospital 
with acute respiratory illness (ResPOC): a pragmatic, open-label, randomised controlled trial

Brendish et al. Lancet Respir Med 2017;5: 401–11

Paralel grup, açık etiketli, randomize kontrollü
çalışma,
Yetişkinler (≥18 yaş), USYE veya ateşi > 37.5 C'den
İngiltere büyük bir hastanenin acil servisine veya akut
bakım ünitesine
• Birincil sonuç, hastanede antibiyotik alan

hastaların oranı (30 güne kadar). 
• İkincil sonuçlar antibiyotiklerin süresini, tek doz

veya kısa antibiyotik kullanan hastaların oranını, 
kalış süresini, antiviral kullanımı, izolasyon tesisi
kullanımını ve güvenliği içeriyordu. 

15 Ocak 2015-30 Nisan 2015 tarihleri arasında ve 1 
Ekim 2015-30 Nisan 2016 tarihlerinde 720 hasta 
(362'si POCT'ye, 358'i rutin bakıma atandı) dahil 
edildi.



Brendish NJ et al. Lancet Respir Med 2017;5: 401–11  

Tüm Antibiyotik KullanımıKalış Süresi ve İzolasyon Akut KOAH / Astımda Antibiotik KullanımNöraminidaz İnhibitörü Kullanımı
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Abstract
We aimed to describe the potential benefit of new rapid molecular respiratory tests (MRT) in decreasing inappropriate
antibiotic use among the inpatients presenting with influenza-like illness (ILI). We included patients from inpatient and
outpatient departments who had ILI and performed MRT between 1 January 2015 and 31 December 2016 in a 265-bed
private hospital in Istanbul. At the end of 2015, we implemented antimicrobial stewardship including systematic use of
MRT. Then, we compared our observations between the year 2015 and the year 2016. We designed the study according
to the STrengthening the Reporting of OBservational studies in Epidemiology (STROBE) tool. A U.S. Food and Drug
Administration (FDA)-cleared multiplexed polymerase chain reaction (PCR) system (BioFire FilmArray, Idaho
Technology, Salt Lake City, UT) which detects 17 viruses and three bacteria was used for diagnosis. In total, 1317
patients were included; 630 (48%) were inpatients and 569 (43%) were older than 16 years of age. At least one virus was
detected in 747 (57%) patients. Rhinovirus/enterovirus, influenza virus, and adenovirus were the most commonly
detected. Among hospitalized patients, in children, a significant decrease in antibiotic use (44.5% in 2015 and 28.8%
in 2016, p = 0.009) was observed, but in adults, the decrease was not statistically significant (72% in 2015 and 63% in
2016, p = 0.36). The duration of antibiotic use after the detection of virus was significantly decreased in both children
and adults (p < 0.001 and p = 0.007, respectively). By using MRT, inappropriate antibiotic use and, also, duration of
inappropriate antibiotic use after the detection of virus was significantly decreased. It is time to increase the awareness
about the viral etiology in respiratory tract infections (RTIs) and implement MRT in clinical practice.

Introduction

Respiratory tract infections (RTIs) are the most common
reasons for admission to healthcare facilities and one of
the leading causes of hospitalization [1, 2]. The viral path-
ogens in the etiology of RTIs became more detectable
along with the improvement in molecular diagnostic

methods in recent years. In adults, influenza virus, rhino-
virus, adenovirus, respiratory syncytial virus (RSV), hu-
man coronavirus, and parainfluenza virus cause infections
with considerable morbidity and mortality [1, 3], and in
infants, RSV is the most common reason for RTIs among
hospitalized patients [4]. The antibiotic prescription rate
was reported to be more than 60% despite the high pro-
portion of viral etiology [5–8].

Unnecessary antibiotic administration in viral infections
and antimicrobial resistance prompted the implementation of
antimicrobial stewardship (AMS) programs. The
BImplementing an antibiotic stewardship program^ guideline
by the Infectious Diseases Society of America (IDSA) sug-
gested rapid viral testing for respiratory pathogens to decrease
inappropriate antibiotic use [9]. In this study, we aimed to
describe the viral etiology in influenza-like illness (ILI) in
children and adults and to show the benefit of new rapid mo-
lecular respiratory tests (MRT) in decreasing inappropriate
antibiotic use.

* Önder Ergönül
oergonul@ku.edu.tr

1 Infectious Diseases and Clinical Microbiology Department,
American Hospital, Istanbul, Turkey

2 Infectious Diseases and Clinical Microbiology Department, Koç
University, School of Medicine, Istanbul, Turkey

3 Central Laboratory, American Hospital, Istanbul, Turkey
4 Clinical Microbiology Department, Koç University, School of

Medicine, Istanbul, Turkey

European Journal of Clinical Microbiology & Infectious Diseases
https://doi.org/10.1007/s10096-017-3174-6



Table 1). Any effort targeted to reduce the unnecessary use of
antibiotics in viral pneumonia could be useful in this era of
antibiotic resistance.

Because of the high rate of inappropriate antibiotic pre-
scription despite the availability of MRT, we decided to im-
prove training sessions about the diagnosis and management
of respiratory system infections at the end of 2015. Then, we
performed an observational comparison between the practice
in 2015 and 2016. There was a decrease in antibiotic use
towards 2016 among all inpatients. However when analyzed
separately, a significant reduction in children but not in adults
was detected (Table 2). The significant reduction of antibiotic
use in children but not in adults could be explained by differ-
ences in physicians’ experience in MRT. Despite the fact that
there was a reduction in antibiotic use in children after the
detection of virus, antibiotic prescription rates were still high.
In a recent study, the impact of MRT on antibiotic use was
investigated and it was seen that antibiotics were still contin-
ued in about 75% of the patients, despite the detection of virus.
This finding was explained by being a new test [13]. In an-
other study, Afzal et al. [14] reported that a positive result for
MRT decreased antibiotic use duration and prescription rate
but the decrease in antibiotic prescription was not statistically
significant. Timbrook et al. [15] studied MRT in combination
with PCT and concluded that a lower level of PCT and detec-
tion of virus by MRT were not associated with decreased use
of antibiotics in RTIs, but in another study, a lower level of
PCT in combination with detection of virus was found to be
associated with shortened duration of antibiotic usage [16]. In
a randomized controlled study, the effect of both MRT and
PCT on antibiotic use was evaluated and the duration of anti-
biotic use was found to be decreased in cases of viral infection
with lower levels of PCT [17].

One of the strongest parts of our study was having the
opportunity of ordering MRT whenever needed in routine
clinical practice, so we reached a large sample size. We had
the opportunity of getting the results of C-reactive protein,
PCT, and MRT within a few hours, so we discriminated bac-
terial or viral etiology quickly. One of the limitations of this
study was being conducted in a single center, but our center
was unique for implementing this test in clinical practice. We
are unique because MRT are still expensive to perform in
routine clinical practice in other hospitals.

Future studies for rapid point-of-care testing for respiratory
viruses might improve clinical care by reducing unnecessary
antibiotic use [18]. Future cost-effective studies for the imple-
mentation of MRTwill be useful.

Conclusions

By using molecular rapid tests (MRT) in our hospital, inap-
propriate antibiotic use and also duration of inappropriate an-
tibiotic use after the detection of virus was significantly de-
creased among inpatients. The treatment paradigm for respi-
ratory tract infections (RTIs) is changing, but molecular viral
diagnostic tests are in their infancy. It is time to increase the
awareness of the viral etiology in RTIs and implementMRT in
clinical practice.

Funding No funding of any kind has been received. The data were gen-
erated as part of routine work.

Compliance with ethical standards
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Eur J Clin Microbiol Infect Dis
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Table 1). Any effort targeted to reduce the unnecessary use of
antibiotics in viral pneumonia could be useful in this era of
antibiotic resistance.

Because of the high rate of inappropriate antibiotic pre-
scription despite the availability of MRT, we decided to im-
prove training sessions about the diagnosis and management
of respiratory system infections at the end of 2015. Then, we
performed an observational comparison between the practice
in 2015 and 2016. There was a decrease in antibiotic use
towards 2016 among all inpatients. However when analyzed
separately, a significant reduction in children but not in adults
was detected (Table 2). The significant reduction of antibiotic
use in children but not in adults could be explained by differ-
ences in physicians’ experience in MRT. Despite the fact that
there was a reduction in antibiotic use in children after the
detection of virus, antibiotic prescription rates were still high.
In a recent study, the impact of MRT on antibiotic use was
investigated and it was seen that antibiotics were still contin-
ued in about 75% of the patients, despite the detection of virus.
This finding was explained by being a new test [13]. In an-
other study, Afzal et al. [14] reported that a positive result for
MRT decreased antibiotic use duration and prescription rate
but the decrease in antibiotic prescription was not statistically
significant. Timbrook et al. [15] studied MRT in combination
with PCT and concluded that a lower level of PCT and detec-
tion of virus by MRT were not associated with decreased use
of antibiotics in RTIs, but in another study, a lower level of
PCT in combination with detection of virus was found to be
associated with shortened duration of antibiotic usage [16]. In
a randomized controlled study, the effect of both MRT and
PCT on antibiotic use was evaluated and the duration of anti-
biotic use was found to be decreased in cases of viral infection
with lower levels of PCT [17].

One of the strongest parts of our study was having the
opportunity of ordering MRT whenever needed in routine
clinical practice, so we reached a large sample size. We had
the opportunity of getting the results of C-reactive protein,
PCT, and MRT within a few hours, so we discriminated bac-
terial or viral etiology quickly. One of the limitations of this
study was being conducted in a single center, but our center
was unique for implementing this test in clinical practice. We
are unique because MRT are still expensive to perform in
routine clinical practice in other hospitals.

Future studies for rapid point-of-care testing for respiratory
viruses might improve clinical care by reducing unnecessary
antibiotic use [18]. Future cost-effective studies for the imple-
mentation of MRTwill be useful.

Conclusions

By using molecular rapid tests (MRT) in our hospital, inap-
propriate antibiotic use and also duration of inappropriate an-
tibiotic use after the detection of virus was significantly de-
creased among inpatients. The treatment paradigm for respi-
ratory tract infections (RTIs) is changing, but molecular viral
diagnostic tests are in their infancy. It is time to increase the
awareness of the viral etiology in RTIs and implementMRT in
clinical practice.
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Uygunsuz antibiyotik kullanımı ve 
süresi azaldı.
Solunum yolu enfeksiyonlarında viral
etkenlerin önemi farkındalığı arttı
Panel testleri pahalı ancak AMY 
programlarının parçası olabilirler



Test sonucu verme süresi / TurNAROUND TIME (TAT)

Çalışma (Ülke)
Çalışma 

Büyüklüğü
Çalışma 
Metodu

Başlangıç
(saat)

RP Sonuç
(hours)

TAT Fark
(hours) % Fark

Xu3,a (US) 3,936 Pre/Post 6.5 1.4 5.1 -78
Rogers4,b (US) 1,136 Pre/Post 18.7 6.4 12.3 -66
Pettit5,b (US) 1,102 Pre/Post 46.4 3.1 43.3 -93

Gelfer6,b (US) 83 Cluster 
Randomized 26.7 1.8 24.9 -93

Martinez7,b (US) 736 Pre/Post 35 4.6 30.4 -87

Rappo8,c (US) 337 Pre/Post 7.7e

13.5f
1.7
1.5

6.0
12

-78
-89

Brendish9,b (UK) 720 RCT 37.1 2.3 34.8 -94
Lee10,b (KR) >1000 Pre/Post 19.9 1.8 18.1 -91
Echavarría11,a (AR) 432 RCT 26.7 1.9 24.8 -93
Lee12,b (US) 5142 Pre/Post 27.1 1.4 25.7 -95
Andrews13,b,d (UK) 606 Pre/Post 39.5 19.0 20.5 -52

OVERALL [INTERVAL] 25,4 [6.5-46.4] 
hours

3,9 [1.4-19.0] 
hours

21,5 [5.1-43.3] 
hours -84,1 [66-95]

aDirect fluorescent antibody comparator testing
bPCR comparator testing
cMultiple comparators were available in the “pre” period including rapid antigen, PCR, direct fluorescent antibody, and viral culture
dSerology comparator testing
einfluenza detections
fNon-influenza detections
Note:  Hours are converted to decimal hours.  



Hastane yatışı (LOS)

Klinik Çalışma
(Ülke)

Örneklem 
Sayı

Çalışma 
Metodu

Hasta 
Popülasyonu

Başlangıç
LOS
(gün)

BioFire LOS
(gün)

LOS azalma
(gün) P değeri

Brendish9 (UK) 720 RCT Adults 6.8 5.7 -1.1 0.0443
Shengchen17 (CN) 800 RCT Adults 9.0 8.0 -1.0 <0.001
Andrews13 (UK) 606 RCT Adults 2.3 2.5 +0.2 0.66
May18 (US) 191 RCT Adults / Peds 3.2 3.9 +0.7 NS

Echavarría11 (AR) 276
156 RCT Adults

Peds
10
5

4
3

-6
-2

0.382
0.218

Rappo8 (US) 337 Pre/Post Adults 2.1a

5.1b
1.6
3.6

-0.5
-1.5

0.63
0.065

Martinez7 (US) 736 Pre/Post Adults (ICU) 14.3 12.2 -2.1 <0.0001
Roy19 (UK) 901 Prospective Adults 3.0c 2.0c -1.0 <0.01
Rogers4 (US) 1136 Pre/Post Peds 3.5 3.2 -0.3 0.03
Lee12 (US) 5142 Pre/Post Peds 2.0 2.2 -0.2 <0.001
Kitano20 (JP) 1281 Pre/Post Peds 8.2 6.8 -1.5 0.032

OVERALL
[INTERVAL] 12,282 -1.3

[0,2 – 6]
aInfluenza positive
bNon-influenza positive
cComparison of result reported while in the ED compared to after the ED visit



Maliyet Etkinlik

Klinilk Çalışma (Ülke)
Örneklem 

Sayısı
Çalışma 
Metodu

Hasta 
Popülasyonu

Başlangıç 
(Baseline)

RP Panel 
Sonucu

Maliyetin 
Azalmasıa P değeri

Shengchen17 (CHN) 800 RCT Adults $2042.5 $1804.7 $237.8 0.002

Gilbert28 (US) 127 Cluster 
Randomized

Adults $7952b $3037b $4,915b 0.02

Martinez7 (US) 736 Pre/Post Adults
(ICU)

$52,361c

$49,633d
$44,257c

$40,524d
$8,104c

$9,109d <0.05

Rogers4 (US) 1136 Pre/Post Peds NS NS $248e 0.03
Kitano20 (Japan) 1281 Pre/Post Peds $2332 $2197 $135 NP
Poleman (NL) 492 Pre/Post NS NS NS 303.04f € NP

INTERVAL

$135 ila  
$9,109 
hasta 
başına

NS:  not specified.  NP:  not provided
aUnless otherwise specified, cost is per patient
bCost saving for antibacterial therapy/1000 patient days
cFor patients with negative respiratory pathogen test results
dFor patients with positive respiratory pathogen test results
eLimited to patients with positive test results
fCost saving/patient attributed to avoidance of isolation and reduced nosocomial infections
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Co-infections in COVID-19 critically ill and antibiotic 
management: a prospective cohort analysis

• 13/32 (%40.6) bakteriyel ko-infeksiyon saptanmış
• S. aureus, H. influenzae, M. catarrhalis were the

predominant pathogens
• 15/32 (%46.9) hastada hızlı antibiyotik değişikliği

uygulanmış.
• 1/3’ünde ampirik antibiyotik başlanması önlenmiş.
• 5 hastada sonuç negative çıkınca antibiyotik kesilmiş.

32/41 COVID-19 hasta dahil edilmiş.

BioFire® FilmArray® Pneumonia plus (PNplus) Panel testi
uygulanmış.

Verroken et al, Critical Care. 2020;24(1):410

Moleküler tanı testlerinin kullanımı dar spekturmlu
antibiyotik başlanmasına katkı sağlamaktadır ve YBÜ
hastalarında AMY’in önemli bir unsuru olabilir.

Results and Therapy Impact of the BioFire PNplus Panel

Patient
No.

Sample
Type Detections 106, ≥107 Initial

Antibiotic
Antibiotic

Modifications

1 Sputum - None None

2 ETA P. aeruginosa None Ceftazidime

3 ETA M. catarrhalis None Cefuroxime

4 ETA - None None

5 ETA - None None

6 Sputum - None None

7 ETA - None None

8 ETA - Cefuroxime None

9 Sputum H. influenzae None Cefuroxime

10 ETA - None None

11 ETA - Cefuroxime None

12 ETA M. catarrhalis Cefuroxime Cefuroxime

13 ETA S. aureus None Flucloxacillin

14 ETA - None None

15 ETA - None None

16 ETA S. agalactiae Cefuroxime Cefuroxime

17 Sputum - None None

18 ETA S. aureus None Flucloxacillin

19 ETA - Cefuroxime None

20 ETA - None None

21 ETA S. aureus Amoxicillin - clavulanic acid Amoxicillin - clavulanic acid

22 Sputum H. influenzae None Cefuroxime

23 ETA H. influenzae None Cefuroxime

24 ETA - Cefuroxime None

25 ETA S. aureus Cefuroxime Flucloxacilline

26 ETA - None None

27 Sputum S. aureus + mecA/C None Vancomycine

28 Sputum - None None

29 Sputum - None None

30 Sputum - Piperacilline - tazobactam None

31 ETA - None None

32 ETA S. aureus + mecA/C
H. influenzae None Vancomycin +

Cefuroxime





• %14.1 MDR bakteri
• 10 Acinetobacter baumannii
• 1 MRSA
• Hızlı tanı: 4’11’’
• Konvansiyonel metod: 63’7’’
• Infeksiyon kontrolünde hızlı davranma imkanı 

sağlamıştır
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Evidence-based guidelines for implementation and measurement of antibiotic stewardship interventions in inpatient populations in-
cluding long-term care were prepared by a multidisciplinary expert panel of the Infectious Diseases Society of America and the Society
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EXECUTIVE SUMMARY

Antibiotic stewardship has been de"ned in a consensus state-
ment from the Infectious Diseases Society of America (IDSA),
the Society for Healthcare Epidemiology of America (SHEA),
and the Pediatric Infectious Diseases Society (PIDS) as “coordi-
nated interventions designed to improve and measure the ap-
propriate use of [antibiotic] agents by promoting the selection
of the optimal [antibiotic] drug regimen including dosing, du-
ration of therapy, and route of administration” [1]. The bene"ts
of antibiotic stewardship include improved patient outcomes,
reduced adverse events including Clostridium dif!cile infection
(CDI), improvement in rates of antibiotic susceptibilities to tar-
geted antibiotics, and optimization of resource utilization across

the continuum of care. IDSA and SHEA strongly believe that
antibiotic stewardship programs (ASPs) are best led by infec-
tious disease physicians with additional stewardship training.

Summarized below are the IDSA/SHEA recommendations for
implementing an ASP. The expert panel followed a process used in
the development of other IDSA guidelines, which included a sys-
tematic weighting of the strength of recommendation and quality
of evidence using the GRADE (Grading of Recommendations As-
sessment, Development and Evaluation) system (Figure 1) [2–5].
A detailed description of the methods, background, and evidence
summaries that support each of the recommendations can be
found online in the full text of the guidelines. For the purposes
of this guideline, the term antibiotic will be used instead of anti-
microbial and should be considered synonymous.

RECOMMENDATIONS FOR IMPLEMENTING AN
ANTIBIOTIC STEWARDSHIP PROGRAM

Interventions

I. Does the Use of Preauthorization and/or Prospective Audit and Feedback
Interventions by ASPs Improve Antibiotic Utilization and Patient Outcomes?
Recommendation

1. We recommend preauthorization and/or prospective audit
and feedback over no such interventions (strong recommen-
dation, moderate-quality evidence).
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the ultimate determination regarding their application to be made by the clinician in the light of
each patient’s individual circumstances.
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